Poster Abstracts • OFID 2017:4 (Suppl 1) • S339 (GBTM) with covariates: age, BMI, gender, co-morbid conditions and procedure time (STATA). We compared complications per group by χ 2 test and evaluated associations with any post-op complication by multivariable (MV) logistic regression (SPSS).
. Results of GBTM showing mean maximum temperature, in 4-hour increments, in 3 trajectories. Shading indicates 95% confidence intervals Results. Obesity (BMI ≥ 35) was present in 1081 (23.4%) of knee arthroplasty, 38 (16.9%) of colectomy and 55 (12.6%) of craniectomy patients. There was no increase in complications by BMI in each individual surgery except for increased 30-day readmissions in craniectomy patients with BMI ≥ 35 (P = 0.032). Collectively, there was no difference in the relationship between BMI and rate of post-op complications (Table 1) . However, patients with BMI ≥ 35 experienced more fevers (P = 0.002), underwent additional workup (0.011), and had higher workup costs (P < 0.001).
Conclusion. Patients with BMI ≥ 35 had more fevers, more workups and higher cost, but not higher complication rates during the index hospitalization after surgery. Awareness of the predisposition towards post-op fever in obese patients in the absence of complication may prevent costly and unnecessary testing. More work is still needed to understand the effect of obesity on more distant complication rates. 
Background.
In an effort to lower costs and improve quality of care, there is potential to change the treatment landscape for low-risk (i.e., less severe) ABSSSI patients who historically required inpatient management, a costly option. Outpatient IV treatment pathways have been shown to be a cost-saving option for hospitals and insurers. The objective was to quantify the potential opportunity for reducing cost of ABSSSI treatment in an insured Commercial and Medicare Aetna population.
Methods. Adult patients between January 2013 and July 2016 were identified with a primary ABSSSI claim (Table 1) in the Aetna fully-insured Commercial and Medicare insurance claims database. ABSSSI encounters were identified with insurance eligibility for the 7 months prior to and no evidence of ABSSSI in the 30 days prior to the ABSSSI claim. Demographic and clinical data were described, including length of stay (LOS) and allowed cost for inpatient encounters with data. Inpatient encounters without evidence of severity (e.g., codes for major complications or comorbidities) were considered potential candidates for an outpatient LAA pathway. A sensitivity analysis for LOS and cost was run including all ABSSSI patients with LAA dispenses through 2016 (i.e., inclusion/exclusion criteria did not need to be met).
Results. 194,023 ABSSSI encounters were identified, most receiving non-IV treatment (90%). 18,603 received IV treatment, where 83% initially presented to the emergency room and the majority were admitted (97%). Of the 28 encounters with LAA use, 7 were inpatient. Of all current inpatient encounters (N = 9,019 after Jan 1, 2015), the majority (N = 7,005; 78%) where considered potential LAA pathway candidates. Comparing inpatient encounters with vs. without LAA use, mean LOS and cost differed (Table 2: 4.1 days and $14, 295 vs. 9.0 days and $23, 194, respectively) . A sensitivity analysis supported similar mean LOS and cost for all inpatient LAA dispenses.
Conclusion. Current use of LAA in an inpatient population is limited but resulted in potential cost-savings. Most of the inpatient population was identified as potential candidates for an outpatient LAA pathway. Research on utilization and quality of care for outpatient IV treatment pathways with LAA is warranted.
